Intradural dermoid cysts may rupture and subsequent subarachnoid dissemination of lipid droplets has been described before. However, the rupture of a spinal dermoid cyst into the central spinal canal is a rare entity. In this context, dissemination of fat into the intracranial subarachnoid space with local progression is a peculiar finding that, to the best of our knowledge, has not been published so far. We describe the case of a 28-year-old man with a dermoid cyst at the upper lumbar level as part of a complex congenital craniospinal malformation, presenting with new unspecific neurologic symptoms. CT and MRI revealed disseminated intraventricular and subarachnoid lipid droplets intracranially and in the spine not present on previous CT and MRI scans obtained eight years earlier. Thus, repeated rupture of a spinal dermoid cyst with subarachnoid spread and/or secondary proliferation should be suspected.
Introduction
Spinal dermoid tumours are rare, benign, slow-growing lesions that may extend to the subarachnoid space. They arise from ectopic embryonic remnants of ectoderm within the spinal canal at the time of neural tube closure 1 . They can be located intramedullary, intradural-extramedullary and extradurally 2, 3 . Usually there is no communication between the dermoid cyst and the subarachnoid space.
Case Report
A 28-year-old man with a congenital craniospinal malformation and a lumbar myelomeningocele was admitted to our hospital with a two-week history of headache, vertigo and dizziness. A spina bifida neural tube defect had been treated immediately after birth. Because of the myelomeningocele the patient was paraplegic below T9. During physical examination no additional neurologic deficits were found. All laboratory examinations were within normal range.
CT of the head revealed disseminated hypodense lipid tissue in the basal cisterns and the subarachnoid space ( Figure 1A ). MRI confirmed a Chiari II Type malformation and also multiple T1-hyperintense fat droplets in the basal cisterns (Figure1 B,C) that were not present eight years earlier (Figure 2A-C ). An additional spinal MRI showed that the distribution pattern of the fatty tissue at cervical level had changed ( Figure 3A ,B) compared to the previous examination eight years before ( Figure 3C ).
Discussion
Spinal dermoid tumours constitute 1% of intraspinal tumours 3 . They may rupture spontaneously 4 by trauma, or during surgery 5 . Spinal dermoid tumours can be associated with bony malformations, myelomeningoceles, hypertrichosis and/or dermal sinus tract 6 . They occur predominantly in the lumbosacral region (60%) followed by the upper thoracic (10%) and cervical levels (5%) 1 . Dermoids consist of two distinct portions, one fatty and the other solid or cystic. They might be calcified 4 and can contain dermal appendages such as hair, epithelium, sebaceous and sweat glands 7 . Because of their lipid content, dermoid tumours are hyperintense on T1 weighted magnetic resonance (MR) images and hypodense in computed tomography (CT). Dermoids grow slowly and become typically apparent during adulthood 3 , either by mass effect or with acute rupture. Frequent clinical symptoms after acute rupture are headache and/or seizures. Other symptoms may be temporary sensorimotor syndromes and aseptic chemical meningitis 8 . Regarding the CT and MR investigations covering an eight-year interval and the newly acquired clinical symptoms, we have reasonable suspicion of a repeated rupture of the dermoid cyst with consecutive intracranial They hypothesized that it might be very difficult to absorb the potentially slow-moving droplets in the spinal canal 9 . So far, only a few case reports of a one-time ruptured spinal dermoid tumour have been published 4, [9] [10] [11] [12] [13] [14] . To the best of our knowledge, there is no publication describing evidence for a repeated rupture and an intracranial subarachnoid proliferation of the lipid spread. Concluding, MRI is not only the modality of choice for detecting spinal dermoid tumours, but also for follow-up examinations. Further reports are warranted to confirm the evidence of a repeated spinal dermoid cyst rupture and a concomitant subarachnoid fat proliferation.
Conclusion
Intradural dermoid cysts may rupture with subsequent subarachnoid dissemination of lipid droplets. Dissemination of fat into the intracranial subarachnoid space is a peculiar finding. In case of a local intracranial progression due to
